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PREFACE 

This monograph is the joint effort of the eight contributors who first 
participated in the Annual Conference of the California Association 
of School Psychologists and Psychometrists in Los Angeles in March 
1962. At that time each of the participants was asked to focus his con- 
tributions on what the school could do in preventing mental and 
emotional disorders in children. The total impact of the contributions 
was sufficiently rewarding to the participants and audience so that the 
program was scheduled for a rerun at the annual convention of the 
American Psychological Association. From these presentations, tape 
recordings and notes, Mrs. Lambert, then President of the California 
Association of School Psychologists and Psychometrists, prepared 
the final draft of this report. 

What this group of educators and behavioral scientists have at- 
tempted to do is admittedly difficult. Prevention has all the qualities 
of a slippery fish but with even less substance to hang on to. The 
group of contributors therefore tried to clearly establish the con- 
ceptual basis for prevention of mental and emotional disorders in 
children and adults. 

We would like to thank all the contributors for their assistance in 
this endeavor; Mrs. Lambert for planning, organizing, and develop 
ing the monograph; and Mrs. Kathleen Sproul for editing the final 
manuscript. 











Eli M. Bower, Ed. D. 

Consultant, Mental Health in Education, 
Community Research and Services Branch 
National Institute of Mental Health. 
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Nadine M. Lambert, Research Consultant, California State Department of Educa- 
tion, and President, California Association of School Psychologists and 
Psychometrists 



For many years the human and financial cost of behavior disorders 
in the United States has been staggering, and its continuing increase 
is almost geometric. The meaning of the increase is clear: by and 
large our society is still resisting the idea that mental and emotional 
disorders are human conditions and, as such, can possibly be elimi- 
nated by being prevented. Thus, while within the past two genera- 
tions community sanitation control and a vast range of medical 
discoveries have enabled human beings to live longer and in less fear 
of devastating physical disease, comparable full-scale efforts have 
simply not been applied to the behavioral disorders because our society 
has not insisted they should be. 

What have been termed school preventive programs in the behavioral 
fields during past decades have been focused on children and youth 
already in trouble — which meant, as the behavioral science experts 
knew full well in their hearts, that they were not preventive programs 
at all. These represented the half-loaf won from a grudging society 
and were at least better than no loaf. Referrals were made to com- 
munity child guidance clinics and to private psychologists and 
psychiatrists, but whether the agencies were public or private, ap- 
pointment books were equally and disastrously jammed up. Many 
school systems established (or tried to do so) in-house psychiatric 
programs for referrals. All such efforts were based on several 
hopes: that there could be someday enough guidance clinics with 
enough personnel, so that a child could be seen immediately on re- 
ferral rather than 6 months to a year later; that there would even- 
tually be enough private practitioners with enough time to devote to 
these problems, which usually sprout thickest among families whose 
capacity to understand them or to pay for solutions is thinnest; and 
that eventually more psychologist, psychiatrists, and social workers 
would be available to the schools' own programs (if a school was 
fortunate enough to have such a program) . 

These were the hopes. Meanwhile we were doing what we thought 
was our best with the existing programs — but let me repeat that these 
were programs for children already in trouble. We were doing very 
little in the way of primary prevention. 

It is difficult to say just when the professionals in the field began to 
be bitten by the bug of realism. But there did come a time, not very 
long ago, when it was apparent that we would probably never have 
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enough child guidance clinics and mental-health manpower of various 
needed kinds to deal with these problems. Once this had been clearly 
perceived, the corollary was equally dear: we needed to start before 
the problems grew to full size and, if possible, before they even had 
a foothold. In other words, preventive programs must aim at building 
the strengths in children that would help them avoid behavior prob- 
lems. And where is the laboratory, the logical proving ground for 
this approach? It has been with us all the time: the school is the 
strategic place in which to start building these strengths. 

The first educationists-by-necessity in a prehistory tribal setting 
surely knew this. They did not talk about ego-strengths; th -7 merely 
showed, for instance, a weakling antisocial boy how to put the extraor- 
dinary farsightedness of his eyes to the service of the hunters who 
could throw a spear harder and farther than he could, but who lacked 
his talent for discerning an animal quarry at a great distance. I 
wasn't there, of course, but my guess is that thereafter the boy forgot 
about being antisocial because he had been accepted as a valuable 
adjunct of the society. 

The Annual Conference of the California Association of School 
Psychologists and Psychometrists, meeting in Los Angeles in March 
1962, addressed itself to this role of education, from the twin stand- 
points of preventing learning and behavior disorders in young people 
and of building strengths through learning. The papers presented at 
the conference are published in this volume. They represent an 
effort to illustrate the essential role of the schools in the development 
of personality and the potential of educational institutions to assist in 
preventing learning and behavior problems in children. 

The hope of the conference was that by taking a long, careful look 
at this potential of the schools it might suggest how the static con- 
dition of our present activities in this area could be changed into a 
dynamic effort. Such an effort is needed to exert major influence on 
our Nation’s greatest social problem — adults who fail, because society 
gave them as children no guarantee against failure, to meet the 
challenge of modern living and who thus become dependent on the 
custodial, salvage operations of society for survival. 

The first paper, by Eli Bower, formerly with the California State 
Department of Mental Hygiene and now consultant with the National 
Institute of Mental Health in Bethesda, Md., provides a general public 
health frame of reference for prevention. The second paper, by 
Gerald Caplan, psychiatrist with the Harvard University School of 
Public Health who has made major contributions to the field of 
mental health consultation and to the area of prevention of mental 
disorders in children, directs attention to the etiology of personality 
difficulties and to the possibilities of preventive work during the devel- 
opment and course of an emotional difficulty. Third, Nevitt Sanford, 
Director of the Institute of Human Problems at Stanford University, 
deals specifically with the role of education in personality develop- 
ment. 



• • 
VII 



t 

i 



me 



_ stiwaaini 






1 






V, 






J 1 



Vlll 



Following this development of the preventive frame of reference 
are papers concerned with applications. William Hollister, of the 
National Institute of Mental Health, who has long been concerned 
with the training and role of pupil personnel workers and has been 
instrumental in assisting graduate schools to broaden these curriculum 
horizons, summarizes his recent work in relating education to the 
building of ego and personality strengths. An application of his 
taxonomy of preventive interventions to the work of the school 
psychologist is developed by Nadine Lambert, President of the Cali- 
fornia Association of School Psychologists and Psychometrists. 

Examples of programs carried on in the public schools conclude 
the volume, as an illustration of the new creative and dynamic ap- 
proach advocated in the earlier papers. The first, an example of 
primary prevention, describes a program for parents conducted 
under the direction of Donald Klein, formerly executive director of the 
Wellesley Human Relations Project and now director of the Human 
Relations Center of Boston University. The last two papers deal with 
secondary prevention. John N. Duggan, whose primary professional 
interest is in finding ways of raising the aspiration level of all pupils 
with college potential, discusses talent searching in a culturally deprived 
population, and Daniel Schreiber, now director of the School Dropout 
Project sponsoredby the National Education Association, describes such 
a program which was carried on by the New York City schools — the 
Higher Horizons Project. 
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I Primary Prevention of Mental and Fmntinnal Disorders: 

A Frame of Reference 

Eli M. Bower, Deputy Director, Liaison and Prevention, California Department of Mental Hygiene 1 



Let me first define primary prevention 
of mental and emotional disorders as op- 
erationally as possible: it is any specific 
biological, social, or psychological inter- 
vention which promotes or enhances 
mental and emotional robustness, or re- 
duces the incidence and prevalence of 
learning and behavior disorders in the 
population at large. By way of analogy, 
three or four polio vaccine shots are a pri- 
mary prevention of polio; after an individ- 
ual has received them his resistance to 
polio is, hopefully, strengthened signifi- 
cantly. If he has not received them, but 
seems to show early signs of the disease, 
other interventions on his behalf would be 
termed secondary prevention. If he has 
succumbed to the disease, the successive 
application of such measures as iron lung 
treatment, exercise therapy of various 
kinds, and later rehabilitation therapy 
would be called tertiary prevention. In 
other words, the three stages of preven- 
tion are: primary , what is done for popula- 
tion at large; secondary, what is done for 
identifiable vulnerable groups; tertiary, 
what is done by way of treatment and 
rehabilitation. 

Primary prevention as a goal in the field 
of health often combines a faith in magic 
with an equally strong belief in man's ca- 
pability to handle a virus, a protozoan, or 
the discrete elements of social pathology. 
Witch doctoring is still rather profitable in 



1 Presently Consultant, Mental Health in Educa- 
tion, National Institute of Mental Health. 



the United States; Americans spend up- 
wards of a billion dollars annually on 
magical remedies. One still hears of the 
magic bullets and miracle drugs and to 
some degree these are indeed magical and 
miraculous. Yet polio is now preventable, 
and so is tetanus, smallpox, plague, ty- 
phoid, diphtheria, goiter, and several dif- 
ferent kinds of influenza. In the field of 
mental and emotional disorders we can 
point to a few specific diseases — among 
them pellagra and more recently phenyl- 
ketonuria— which are preventable in a pri- 
mary sense. By and laige, however, one 
needs a very high-powered microscope or 
telescope combined with radar and sonar 
equipment to find any widespread major 
efforts in program, demonstration, or re- 
search in the prevention of emotional dis- 
orders. 

Primary prevention of these disorders is 
a problem with which few wish to wrestle. 
Many try to avoid the wrestling match by 
asserting that the best prevention is early 
treatment, but the degree of “earliness' 
is left in ambiguity. In other words, we 
need to face not only that there are few en- 
thusiastic supporters in the mental health 
professions, in the community at large, or 
in legislative bodies for preventive pro- 
grams, but also that there is a great deal 
of rational and serious resistance to such 
programs. If we hope to install programs 
that will have at the very least an even 
chance of trial, I believe it is important 
for those of us in this field to understand 
some of the reasons for the resistance. 



1 



I! 

t.M: 



i 

!i; 

; 

: i 



? i 



4 



, 

\\ 



One of the major deterrents to the de- 
velopment of prevention programs is the 
idea held by many experts that nothing 
much can be accomplished unless we have 
a thorough social overhaul. Mental and 
emotional disorders are seen as the exclu- 
sive result of injustice, discrimination, 
economic insecurity, poverty, slums, and 
illness. Any effort, therefore, which is 
not aimed directly at major social change 
is viewed by this school as inadequate and 
inconsequential — like trying to fell a giant 
sequoia wx ' a toy axe. Another view 
sees the prevention effort as involving 
wheels within wheels within wheels, highly 
complex and sticky. The alleged magni- 
tude of these complexities is a deterrent 
to psychologists and social scientists who 
can, with little effort, find more digestible 
and much neater problems to define and 
solve. Some who see the value of pursu- 
ing the problem's elusive solution look in 
vain for something akin to Archimedes’ 
lever which could move the whole prob- 
lem at once. Others are less ambitious, 
but simply cannot determine how or where 
to begin. 

A second factor in the resistance to pre- 
vention programs which needs to be an- 
ticipated and managed involves the 
fortress of personal privacy — the much- 
publicized right and privilege of each per- 
son and each family in a free society to 
mind their own business and have others 
mind theirs. Primary prevention in any 
health matter has always meant interven- 
tion in the lives of persons in the popula- 
tion at large. But if the intervention takes 
place prior to such time as the persons 
needing special help are singled out, it 
may not then be an invasion of personal 
privacy but perceived as a necessary and, 
indeed, a mandatory step for the common 
•good. Even at this level, public accept- 
ance takes time. For instance, regulation 
of auto traffic, of school attendance, and of 
polio and smallpox vaccination have be- 
come generally acceptable; yet water 



fluoridation for dental hygiene still raises 
the issue of invasion of personal privacy 
in certain communities, which may or 
may not decide to accept this preventive 
program. 

Under the pressures of an expanding 
population and an earth grown smaller 
through instant communication and quick 
transport, an individual’s conduct is be- 
coming more and more the business of his 
neighbors. The California Vehicle Code 
contains 1,800 laws that did not exist 40 
years ago. Today’s building and planning 
codes determine how a man may use his 
property — even to the kind of structure he 
may erect on it — and in crowded urban 
areas such codes are socially necessary. Re- 
strictive traffic laws may be said to in- 
fringe upon one’s right to drive as he 
pleases, but we all know that our freedom 
and our lives depend on such restrictions. 
One uninocuiated smallpox carrier en- 
dangers all of us. Similarly, but seldom 
acknowledged, one child with inadequately 
controlled id impulses or inadequate super- 
ego development endangers his next door 
neighbors and his entire community. The 
nub of all these problems is to find a way 
of intervening which is right and proper, 
and which can be understood, and there- 
fore sanctioned, by the majority of citi- 
zens. 

In the behavioral field there are at pres- 
ent some institutions which have an oppor- 
tunity to explore ways of increasing their 
potential for primary prevention. The 
well-baby clinic and the public school are 
given informal and official sanction to “in- 
terfere” and “meddle” — the former, in 
terms of the child’s health and family en- 
vironment, the latter, in terms of the 
child’s educational progress or lack of 
progress. Nevertheless, these institutions, 
too, must be alert to the conflicts inherent 
in such sanctions. The school must find 
its leverage in its assigned task of educat- 
ing children and therefore carefully define 
the role of such auxiliary services as psy- 
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chological testing and mental health con- 
sultation in assisting the teachers to carry 
out their instructional tasks To most 
parents the health and educational prog- 
ress of their children represent important 
and highly significant processes; more 
often than not there is a strong motivation 
to work with the school or the well-baby 
clinic to enhance their children's healthi- 
ness and educational success. 

Certain values of our society, however, 
constitute another barrier to the develop- 
ment of prevention programs: success is 
often associated with virtue, and failure 
with sin. Deep in our culture is the no- 
tion that in a free society each person has 
equal opportunity with his fellows to show 
his mettle as a conscientious, hardworking, 
and — consequently — successful citizen. If 

he chooses not to be conscientious (accord- 
ing to the majority’s definition of this 
r term) and hardworking, the prevailing 
mores hold that he has only himself to 
blame for the result. This is the stereo- 
type. Realistically, there is increasing 
clinical and research evidence to support 
the hypothesis that children who find 
healthful satisfactions in relationships with 
family, neighborhood, and school, will as 
adults find these same satisfactions; and 
that the children who find frustration and 
defeat in these primary institutions also 
tend to be defeated as adults. 

Prevention, as a specific activity, still 
has the major problem of interesting and 
involving a great many more members of 
the mental illness professions. Most of 
these men and women are involved in re- 
lationships with individual patients and of 
necessity, are largely concerned with the 
curing of illnesses. As T. F. Fox points 
out: 

Curative medicine has generally had 
precedence over preventive medicine: 
people come to the doctor to be healed, 
and most practicing physicians still 
think of prevention as subsidiary to 
their main task — which is, to treat the 



sick. Though they subscribe, intellec- 
tually, to prevention, they really feel 
more at home when the disease has 
“got going .’’ 2 

In this connection, one may need to rec- 
ognize and deal with a minimization or de- 
preciation of processes of psychological 
change other than intensive psychotherapy. 
The mental health worker, whether psy- 
chiatric technician, nurse, psychologist, 
social worker, or psychiatrist, is often 
deeply impressed by the mountainous ob- 
stacles in effecting positive, healthful 
changes in mental patients and, conse- 
quently, finds it difficult to comprehend 
how less intensive types of experiences 
might have prevented the illness. Ian 
Stevenson, in his study of direct instiga- 
tion of behavioral changes in psycho- 
therapy, points out that some patients 
often improve markedly when they have 
mastered a stressful situation or relation- 
ship and that, if such patients are helped 
to manage a day-to-day problem, change 
does take place . 3 

It is possible, that our overemphasis on 
individual therapy as a major community 
resource retards to some degree our inter- 
est in, or the priority given to, prevention. 
The fact is, however, that primary preven- 
tion is the concern of all of the mental 
health professions — not merely the respon- 
sibility of any one group. Much preven- 
tive gold can be mined from clinicians and 
therapists by encouraging them to trans- 
late their clinical experiences and knowl- 
edge into programs with preventive possi- 
bilities, and we should make use of these 
avenues. Such translations, however, 
must be within a framework of what is 
operationally feasible, in what Kardiner 
called the “Key Integrative Systems” of 

*Fox, T. F., “Priorities," Proceedings of the 36th 
Annual Dinner Meeting, Milbank Memorial Fund 
(1960), p. 16. 

•Stevenson, Ian, "Direct Instigation of Behav- 
ioral Changes in Psychotherapy," AM A Archives 
of General Psychiatry, vol. 1 (1959), p. 99-107. 
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a society — its primary institutions which 
shape the basic personality structure of 
its members. 4 

And finally, there is the knotty problem 
of defining the goals of prevention. If our 
prime intention is the promotion of emo- 
tional robustness and of ability to cope 
with life rather than to defend against it, 
that goal needs to be given a base 
of health objectives that are specific, pos- 
itive, and (hopefully) measurable. As 
Rene Dubois points out: * 

Solving problems of disease is not the 
same thing as creating health. * * * 
This (latter) task demands a kind of 
wisdom and vision which transcends 
specialized knowledge of remedies 
and treatments and which apprehends 
in all their complexities and subtle- 
ties the relation between living things 
and their total environment. 5 

Evaluative baselines are difficult to de- 
fine or use, because of the lack of speci- 
ficity of what constitutes mental illness, 
plus the changing character of this illness. 
Nevertheless, such evaluations of the 
health of a community are the sine qua 
non of preventive programs. The effect 
or worth of any program will require evi- 
dence of its impact on the health of large 
groups of persons; without a conceptual 
and evaluative framework, such programs 
can neither be formulated nor tested. 

A Framework for Primary Prevention 

Thus, no one single problem covering 
primary prevention is of greater urgency 
than the development of a platform or po- 
sition from which one can begin to orga- 
nize and act. One cannot exert leverage 
on any field of forces except from some 



4 Kardiner, Abraham, “The Individual and His 
Society,” New York, Columbia University Press 
(1945). 

■Dubois, Rene, “Mirage of Health” (Harper, 
1959), p. 22. 
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fixed position. Even if this framework 
is only theoretical it can serve us to de- 
velop hypotheses, test them, and then fur- 
ther develop or, if need be, abandon the 
original framework. The definition of 
primary prevention with which this paper 
began is one kind of platform from which 
action can take off. Let me repeat it 
here. 

“Primary prevention of mental and emo- 
tional disorders is any specific biological, 
social or psychological intervention which 
promotes or enhances the mental and emo- 
tional robustness or reduces the incidence 
and prevalence of learning and behavior 
disorders in the population at large.” In 
this framework, then, we would aim pre- 
ventive programs at persons not yet sep- 
arated from the general population and, 
hopefully, at interventions which are spe- 
cific enough to be operationally defined 
and measured. 

Taking off from this position, it seems 
to me that we must make the following 
basic value assumption: that those social, 
psychological, and biological factors which 
tend to enhance the full development of 
the human characteristics of man have 
illness-preventive potential and are there- 
fore desirable and that factors which tend 
to limit or block such development have 
illness-producing potential and are there- 
fore undesirable. By human characteris- 
tics, the full development of which are 
sought, I would propose the ability to love 
and the ability to work productively 
(Freud’s “Lieben und Arbeiten”). Phil- 
osophically, one might propose those as- 
pects of man’s experience which give him 
the maximum ability to adapt to his own 
potential as well as to the realities of his 
environment. One can, therefore, hypoth- 
esize that forces which increase or en- 
hance the degrees of freedom of man’s in- 
dividual and social behavior are mentally 
healthful, and that those which reduce 
such freedom are unhealthful. 

What, specifically, is meant by degrees 




t 






ItKLC 













of behavioral freedom? Behavioral free- 
dom may be regarded as the ability of the 
organism to develop, maintain, and en- 
hance resiliency and flexibility in coping 
with problems. Operationally, the degree 
of such freedom may be defined as the 
number of behavioral alternatives avail- 
able to an individual personality under 
normal or stress conditions. 

In thinking of preventive action as in- 
creasing man’s behavioral degrees of 
freedom, reference needs to be made to 
L. S. Kubie and his relentless pursuit of 
this notion in discriminating between neu- 
rotic and non-neurotic behavior. His con- 
tention is that socially positive behavior 
can be the consequence of either healthy 
or neurotic processes, but that the basic 
difference between the normal and the 
neurotic is the organism’s capacity, or 
lack of capacity, to maintain its elasticity. 
This elasticity manifests itself in the indi- 
vidual’s freedom and flexibility to learn 
through experience, to change, and to 
adapt to changing circumstances. 

Thus, the essence of normality is flex- 
ibility, in contrast to the freezing of 
behavior into patterns of unalterability 
* * * that characterizes every mani- 
festation of the neurotic process 
whether in impulses, purposes, acts, 
thoughts, or feelings. No single psy- 
chological act can be looked upon as 
neurotic unless it is the product of 
processes that predetermine a tend- 
ency to its automatic repetition.® 

Characteristically, behavior that is mo- 
tivated primarily by unconscious person- 
ality forces becomes a recurring pattern 
of action, because the goals of such be- 
havior, being basically symbolical and 
highly masked to the individual, are sel- 
dom attainable. The further they are pur- 



• Kubie, L. S., “The Fundamental Nature of the 
Distinction Between Normality and Neuroses,** 
Psychoanalytical Quarterly, vol. 25 (1954), pp. 

167-204. 
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sued, the stronger and more rigid become 
the behavior patterns, and the slimmer 
are the chances of moving on to new pat- 
terns. Thus, such behavior is repetitive 
and relatively unresponsive to experience. 
On the other hand, behavior motivated by 
forces at a level of relative awareness is 
usually directed at goals which are reas- 
onably attainable and, subsequently, re- 
duce the need to continue the same be- 
havior pattern. The degrees of freedom 
or the n um ber of behavioral alternatives 
available to an individual — are therefore 
enhanced to the extent to which behavior 
is the result of preconscious or conscious 
forces in the personality. 

One might, however, question the as- 
sumption, as does F. C. Redlich, that the 
individual is moved in a more healthful 
direction when acts are determined by 
conscious or preconscious forces rather 
than by unconscious forces . 7 For exam- 
ple, are not unconscious defense mechan- 
isms health-producing and health-oriented 
in their adaptive and ego-protective goals? 
To the extent to which the organism needs 
ego defenses to maintain himself and me- 
diate noxious forces in his environment, 
such defenses are productive of health. 
Yet, with increasing use of such uncon- 
scious defenses the organism, in the long 
run, will become less and less able to 
choose alternative modes of behaving and 
will more and more weave into the per- 
sonality an inflexible and repetitive be- 
havior pattern. Nevertheless, it is un- 
doubtedly true that some repetitive, 
inflexible types of behavior can produce 
benefits in certain relationships, partic- 
ularly in specific vocations or jobs. 

The operations of neurotic processes in 
individuals can and do result in culturully 
defined successful behavior; an individual 
with relatively few degrees of behavioral 

1 Redlich, F. C., “The Concept of Health in 
Psychiatry,” in Alexander Leighton, et al., eds.. 
Explorations in Social Psychology (Basic Books, 
1947). 
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freedom may find himself in a life space 
where the demands are limited and cop- 
ing is possible. Similarly, a person can 
be a blatant failure without benefit of per- 
sonality defect or neurosis. All of this 
emphasizes the difficulties in defining be- 
havioral illness or health without refer- 
ence to the contest and expectations of the 
social milieu in which the personality must 
function. 

The concept of degrees of behavioral 
freedom as representing the difference be- 
tween health and illness is also a key to 
the main difference between coping mech- 
anisms and defense mechanisms. In cop- 
ing with problems the organism maintains 
and develops resiliency and resources; in 
defending against problems the organism 
develops blocks and distortions which re- 
duce resiliency and resources and deprive 
it of the freedom to act in new ways. 
Coping can be conceived of as integrative 
to personality, defending as disintegrative. 

Jerome Bruner points out that there is 
always a mixture of coping and defending 
in dealing with problems, and that it is 
highly important that we distinguish 
sharply between the two processes. He 
says that such a distinction can best be 
made in terms of learning effectiveness: 

Let me suggest that effective cognitive 
learning in school — in contrast to 
the gratification-demanding, action-re- 
lated, and affect-infused earlier learn- 
ing — depends upon a denaturing proc- 
ess, if I may use such a fanciful 
expression. This involves at least 
three things. It requires, first, the 
development of a system of cognitive 
organization that detaches concepts 
from the modes of action that they 
evoke. A hole exists without the act 
of digging. Secondly, it requires the 
development of a capacity to detach 
concepts from these affective contexts. 

A father exists without reference to 
the thinker's feelings of ambivalence. 

It demands, moreover, a capacity to 
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delay gratification so that, figur- 
atively, each act of acquiring knowl- 
edge is not self-sufficiently brought to 
an end either by success or failure, 
and whatever happens can be taken as 
informative and not as simply frustra- 
ting or gratifying. 8 



The Role of Primary Institutions 
in Prevention 

The zonal classifications of people and 
services developed by Dr. Dan Blain is 
another way of looking at the same con- 
ceptual framework. In this context, pri- 
mary institutions are seen as increasing 
the degrees of freedom of the population 
they serve so that there is a significant 
reduction in the need for secondary or ter- 
tiary institutions. In this framework the 
goals of programs of primary prevention 
would be as follows: 

1. To increase the biological robust- 
ness of human beings by strength- 
ening those services that deal with 
prenatal care, postnatal care, and 
the developmental problems of 
early childhood and adolescence. 

2. To increase the area of effective- 
ness of primary agencies so that 
they may encompass a greater 
variety and greater number of per- 
sons in the general population. For 
example, the extension and accessi- 
bility of primary zone school serv- 
ices for retarded or emotionally 
disturbed children may make it 
possible that a child will not need 
secondary or tertiary services. 
Again, if health services for mothers 
or mothers-to-be were located close 
to neighborhood shopping centers 
or laundromats, the service could 
be offered on posters which read 
“Get a little help with your health 

* Bruner, Jerome S., "On Coping and Defending'* 
(mimeographed), p. 8. 
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or pregnancy problems during your 
wash cycle.” A great many such 
special social techniques are nec- 
essary to persuade some women to 
use available social and medical 
services. 

3. To decrease excessive or unhealthy 
stress or, conversely, to work with 
institutions to build greater stress 
immunity and manageability into 
their programs. Can we, for ex- 
ample, build some kind of psycho- 
logical immunity into children and 
adolescents by providing controlled 
exposure in small measure to cer- 
tain noxious emotional forces and 
then assisting children to mediate 
or manage them healthfully? 

It is evident that these primary insti- 
tutions and services can be seen as the 
front line defenses of a community. 
Among the forces which may move people 
out of the sphere of primary institutions 
that are not geared to contend with such 
forces are (1) the vulnerability of the or- 
ganism to stress, (2) the number and char- 
acter of the emotionally hazardous situa- 
tions and crises which the individual is 
required to mediate and manage, and (3) 
how mediation and management is ac- 
complished. The key to this movement 
lies in the character of mediation process 
(coping or defending) . 

An emotionally hazardous situation is 
any sudden alteration in the field of social 
forces affecting an individual so that the 
individual’s perception and expectation of 
self and others undergo change. In this 
definition the hazardous situation or crisis 
is a normal life occurrence, which is tem- 
porarily upsetting, not always in an un- 
pleasant sense yet necessitating rapid 
reorganization and mobilization of an in- 
dividual’s personality resources to deal 
with it. Examples are such situations as 
birth of a sibling, death of a loved one, 
school entrance, school failure, marriage, 
job promotion, divorce, or inheritance of 



a large sum of money from a dead uncle’s 
estate. The greatest hazard is that the 
individual may find himself unable to 
manage the increased stress in a health- 
ful way. Yet since these situations are 
part of the normal process of living, they 
are, in a large part, the cutting edges 
which sharpen and crystallize personality 
development and integration. 

Whether for good or for bad, emotionally 
hazardous crisis situations have these as- 
pects in common: (1) they cause a rise 
in inner tension and uneasiness, (2) they 
cause some disorganization in normal 
functioning, (3) and they necessitate some 
internal change in self. An individual in 
such a stituation can be said to be lightly 
balanced, so as to be able to move quickly 
in any direction. During this period of 
relative instability, minimal forces have 
their greatest effect, much like the effect 
of a one-gram weight at one end of an ex- 
tremely delicately balanced seesaw. Such 
a small force would have little effect if the 
other forces governing the organism were 
relatively stable. 

The implications of the emotionally 
vulnerable situation or crisis as a fulcrum 
for preventive action by the primary in- 
stitution is clear. To the extent to which 
the institution or service can identify 
such situations and is prepared — or 
strengthened — to make the most of this 
opportunity, to that extent can it place 
grams of force on the side of health and 
personality growth. In some cases, insti- 
• tutions are capable of being aware of cer- 
tain crises and can thus do a great deal 
to help individuals deal effectively with 
them. In other cases, however, the serv- 
ice may fail to recognize relevant crises 
or, in still other cases, recognize the 
crisis but fail to take advantage of the 
health-producing potential of the situation. 

For example, a school may be well aware 
of the effect of the birth of a child on his 
siblings, but as an institution seldom may 
be in a position to obtain and use this in- 
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formation. Yet this important and natural 
event is often sufficiently upsetting to the 
life of the sibling to warrant anticipation 
by the school. To capitalize on this "emo- 
tionally hazardous situation/’ teachers 
may need to plan opportunities for the sib- 
ling to be recognized, to be helpful, to be 
successful — in short, to help the child by 
managing and mediating his crisis within 
the structure and role of the institution. 
The child may need no more than an extra 
pat on the back by the teacher; in other 
cases, a planned teacher-parent confer- 
ence may be of help. What is critical 
here is (1) recognition by the institution 
of the emotionally vulnerable position of 
the child and (2) readiness to act positively 
upon it. 

There is evidence that one-parent fam- 
ilies are more vulnerable than intact fam- 
ilies to stress and emotional hazards. 
This provides another opportunity for pre- 
ventive action by another primary institu- 
tion — the child-care center. Properly 
staffed and oriented, this facility can be 
a force in developing and maintaining 
some type of social intervention for the 
mothers and children utilizing its services. 
In theory, the child-care center would be 
reinforced as a primary institution if its 
staff included specially trained personnel 
who could work with a parent or the reg- 
ular staff on the normal problems of peo- 
ple who are bringing up children but must 
work as the breadwinner at the same time. 

Whither Prevention? 

Prevention is at present a high-status 
word in the mental health field and gen- 
erally applicable to almost all professional 
endeavors. It may be applied to newer 
and more effective treatment methods 
for schizophrenia, to custodial hospitali- 
zation of suicidal patients, or to the use of 
quieting drugs for overactive patients. It 
may also be used vaguely to mean 
improved housing, better human relations, 
better schools, more staff,, and so on. 

8 



This lack of pinpointing of what we mean 
by prevention is especially critical in A 
field which already has a large element 
of vagueness and expansiveness. If, as 
Freud noted, thinking is action in re- 
hearsal, it behooves individuals interested 
in preventive action to get ideas into re- 
hearsal which are primarily preventive, 
which are specific enough to be duplicated 
in more than one locality, and which are 
operational enough to be evaluated with- 
in one’s lifetime. We must also keep in 
mind that the preventive battlegrounds 
are the primary institutions or services of 
a society. It must be determined what 
interventions or modifications these insti- 
tutions can make to reduce the emotional 
vulnerability or enhance the strength of 
the human organisms which they serve. 

Prevention, it would seem to me, has to 
do with building a greater degree of im- 
munity-producing experience in our pri- 
mary institutions through specific inter- 
ventions at points where the psychological 
discomfort of an individual can be pre- 
dicted and where a little help can go a long 
way. The nature of these interactions and 
experiences should enhance the degrees 
of psychological freedom of an individual 
to discover and select new behavioral al- 
ternatives in dealing with the slings and 
arrows of life. 

The rigid and unchanging elements in 
human nature tend to entrench themselves 
in institutions which in turn become rigid 
and unchanging. Similarly, professional 
groups tend to entrench their ideas and 
interests with the result that the profes- 
sional person understands everything about 
his job except its primary purpose. Often 
we are slaves to our training, both per- 
sonally and professionally, and do the 
things we know how to do instead of try- 
ing to do the things we ought to do. School 
psychology is a relatively new profession, 
to which fate has given an unequaled op- 
portunity. For good or bad, its practition- 
ers are bound to a primary institution — 
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the school— and must find the profession’s 
identity and uniqueness in this institution’s 
efforts to serve the health and educational 
needs of children. As Mark Twain said, 
“Soap and education are not as sudden as 
a massacre but they are more deadly in 
the long run." 

A telling model of the need for preven- 
tion is embodied in an old Cornish custom 
which was at the same time a simple and 
valid test of what might be called social 
insanity. In the 1600’s a person suspected 
of being insane was put in a small room 
in front of a sink in which was placed a 
bucket. The faucet was then turned on. 



The subject was given a ladle and asked 
to empty the water from the bucket. If 
he tried desperately to bail the water out 
of the bucket without curtailing or attempt- 
ing to reduce the flow at its source, he was 
considered insane. Any society or com- 
munity which attempts in this 20th 
century to provide bigger and better buck- 
ets of cure for behavior disorders without 
at the same time trying to reduce or stop 
the flow of their sources is equally suspect 
of insanity. I urge all of us to examine the 
tap, and to look for the tools and the meth- 
ods by which we can begin to turn it down 
or turn it off. 



IL Opportunities for School Psychologists in the Primary 
Prevention of Mental Disorders in Children 

Gerald Caplan, M.D„ D.P.M., Associate Professor of Mental Health, Harvard School of Publtc Health 



Primary prevention is a public health 
term denoting measures to reduce the in- 
cidence of a disorder in the community; 
namely, to lessen the rate of new cases of 
the disorder occurring during a specified 
period of time. In contrast to secondary 
prevention, which aims at lowering the 
frequency of sick persons at a particular 
time by successful treatment of estab- 
lished case? prior to that time, so that the 
duration and therefore the number of old 
cases is reduced, primary prevention fo- 
cuses, not upon persons who are sick, but 
upon the factors which lead to sickness. 
At the present time we know the etiology 
of only a few mental disorders, but we do 
have some plausible assumptions regarding 
factors which are either conducive or 
inimical to functioning in a mentally 
healthy fashion. On the basis of these fac- 
tors it is possible to develop programs 
which may lower the risk that persons will 
react to life experiences in an unhealthy 
way. 



In the field of mental health a concep- 
tual model borrowed from the field of 
physical nutrition is helpful in clarifying 
some basic issues. We can conceive of 
healthy personality development and the 
avoidance of mental disorders as depend- 
ing upon the provision to the individual 
of adequate supplies — physical, psychoso- 
cial, and sociocultural— which are appro- 
priate to his successive phases of growth 
and development. Underprovision or over- 
provision of these supplies in relation to 
his current needs constitutes a pathogenic 
influence which may lead to an immediate 
me ntal disorder, because the individual 
can find no reality-oriented way of coping 
with the stress, and is forced to deal with 
it by the magic of neurotic symptoms or 
by separating himself from the burden- 
some world of reality through some alien- 
ating psychotic response. The influence 
ma y also lead to a weakening of personal- 
ity through the development of a pattern 
of evading the issue, which on this occasion 
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may be successful, but may break down in 
the face of some future difficulty. On the 
other hand, many individuals will master 
the current pathogenic influence, because 
adequate supplies in the past have given 
them psychological strength and resilience, 
and because they make active use of alter- 
native sources of supply in the present. 

The Goals of Primary Prevention 

Primary prevention of mental disorders 
has as its long-term goal the ensuring of 
continually adequate physical, psychoso- 
cial, and sociocultural supplies, which both 
avoid stress and increase the basic capac- 
ity to withstand future stress. It also has 
the short-term goal of providing current 
help to individuals wrestling with life dif- 
ficulties so that they may find healthy 
ways of mastering them. 

Crisis and Basic Supplies 

The long-term and short-term goals can 
be conceptually linked by using the theory 
of crisis. This theory focuses upon the 
phenomena which are regularly manifested 
when an individual struggles with a cur- 
rent life stress, related to the loss — or 
threat of loss— of his basic supplies, or to 
a novel situation which challenges him 
beyond his current capacity. A period of 
cognitive and emotional upset ensues for 
the individual, whose previous equilibrium 
of behavior is disorganized by burdens 
and demands which he has no ready way 
of escaping or mastering. He is said to be 
in a state of personal crisis: he is usually 
confused, and puffers from a rise of ten- 
sion and from a variety of negative feel- 
ings, such as anxiety, depression, anger, 
shame, guilt, and frustration. The most 
characteristic manifestation of a crisis is 
that it is self-terminating. After a rela- 
tively short period of a few days to a few 
weeks, the tension dies down, the negative 
feelings dissipate, and the individual 
achieves a new equilibrium. This occurs 
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as a result of a complicated series of 
changes, both in the psychological struc- 
ture of the individual and in his relation- 
ships with his environment. These ad- 
justments and adaptations suffice to deal 
with whatever problem precipitated the 
crisis. Important for the current or fu- 
ture mental health of the individual is the 
pattern of his coping behavior during the 
crisis. Studies have shown that some in- 
dividuals during such a crisis struggle 
with their problems in an effective way 
and achieve a reality-based, culturally 
acceptable, pattern of adjustment and 
adaptation . 1 These individuals emerge to 
a new equilibrium which is healthier than 
their previous state. During the crisis 
they added to their previous repertoire of 
defenses and problem-solving methods 
some novel responses which have in- 
creased their capacity in the future suc- 
cessfully to master new stresses. They 
are less likely than previously to be forced 
to deal with such situations by magical, 
regressive, or alienating mechanisms, 
which lead to mental disorder. 

Other individuals show the opposite pic- 
ture. They do not cope adequately with 
the crisis problems. They do develop 
novel responses, but these are ineffectual 
— that is, issues are evaded, or magical 
or regressive defenses are made use of. 
These individuals emerge to a new equi- 
librium which is mentally less healthy, in- 
volving either an overt disorder or an in- 
creased likelihood of future disorder, 
because they have incorporated new neu- 
rotic or psychotic defenses into their prob- 
lem-solving repertoire. 

The previous history of a mentally 



1 See Caplan, Gerald, An Approach to Community 
Mental Health (Grune & Stratton, 1961); Caplan, 
"Patterns of Parental Response to the Crisis of 
Premature Birth," Psychiatry, vol. 23 (November 
1960); Caplan, David M., and Mason, Edward A., 
“Maternal Reactions to Premature Birth Viewed 
As an Acute Emotional Disorder,” American Journal 
of Orthopsychiatry, vol. 30 (July 1960). 







mi 



f 



i* 



h 

;i ■ 



'i 



: 




healthy individual shows that he has 
passed through a succession of crises. 
Some of them are associated with expect- 
able transitions in his biological develop- 
ment or in his psychosocial role — the so- 
called bio-psycho-social developmental 
crises, such as socialization necessities in 
early childhood, or becoming a school 
child, becoming an adolescent, getting en- 
gaged and married, becoming a parent, 
and so on — and some are associated with 
accidental happenings, such as personal 
illness, death of a loved one, or natural 
or social disaster. At each of these crises 
a more or less significant development of 
personality occurred. The improvement 
in the individual's capacity to deal with 
life in healthy ways has occurred in a se- 
ries of spurts, and during each crisis a 
personality enrichment took place. 

In contrast, the history of a mentally 
unhealthy individual shows a series of 
crisis way-stations, at each of which wrong 
paths were taken. His personality devel- 
oped more and more significant weak- 
nesses, until finally a “straw broke the 
camel's back,” and he emerged from a 
particular crisis with an overt illness. 
Looking back at his life, it can be con- 
ceived that on a number of occasions it 
might have been possible for him to have 
chosen different coping mechanisms and 
to have taken a healthier path in his life 
trajectory. 

This idea raises the question of what 
differentiates the group of effective cop- 
ers, who emerge from crises with im- 
proved mental health, from the group of 
inadequate copers, who emerge with wors- 
ened mental health. Is it that crises are 
states during which those with healthy 
personalities inevitably get stronger and 
those with unhealthy personalities get 
weaker? 

Some light is thrown upon this question 
by attempts which have been made, mainly 
in the armed services, to predict from per- 
sonality studies how individuals are likely 



to react during, and after, particular 
crises. However, except for extreme 
cases, these attempts, carried out with 
much energy in a number of countries and 
using a variety of personality tests, have 
been uniformly unsuccessful in making 
accurate predictions. It is clear that an 
individual's reaction during crisis is in- 
fluenced by the personality with which he 
enters the situation, and by all his past ex- 
perience; but studies of crisis show that 
his coping patterns and the crisis outcome 
are also influenced both by the vicissitudes 
of the life events during the crisis period 
and by their personal significance to him 
— and in addition by the details of his so- 
cial interactions during the crisis. A per- 
son rarely faces crisis on his own. He 
is usually involved during that period in 
relationships with his family and friends, 
and with professional and nonprofessional 
members of his community. As his tension 
rises during a crisis, he usually tries to 
elicit help from these people, and the sig- 
nals of distress which he emits usually 
stimulate them to intervene on his behalf, 
a complementary pattern which has prim- 
itive biosocial roots. Moreover, during 
the disequilibrium of a crisis an individual 
is more susceptible to influence by others 
than during his customary state of rela- 
tive psychological stability. 

Thus the failure of personality tests to 
predict crisis response is not surprising; 
the response is being influenced to a ma- 
jor degree by the details of the developing 
crisis situation and by the nature of the 
material and psychological assistance de- 
rived from significant others during the 
crisis period. Direct studies of the reac- 
tions of individuals have corroborated this. 
The ways a mother copes with the crisis 
of the birth of a premature baby is much 
influenced by the reactions of her husband 
and other relatives, as well as by the be- 
havior of the hospital nurses and doctors, 
and by the help she receives from public 
health nurses and pediatricians when she 
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takes the baby home. 2 The way a patient 
handles the crisis of a surreal operation 
can be modified by the assistance he re- 
ceives from doctors and nurses. 3 The 
way a bereaved person handles the crisis 
of the death of a loved one is influenced 
by the reactions of his family and social 
group and by the ministrations of his 
clergyman. 4 

This leads us to the realization that, 
since life crises involve not only the dan- 
ger of provoking mental disorder but also 
an opportunity for improved mental 
health, there are two important aspects 
of basic bio-psycho-social supplies; (1) 
training in crisis coping, and (2) the pro- 
vision of services so that during inevitable 
crises individuals will receive appropriate 
material and psychological help to assist 
them to cope adequately with the current 
situation, and to improve their capacity to 
withstand future stress. 

Implications for Primary Prevention 
in Schools 

Ensuring Adequate Basic Supplies 

Physical Supplies. “Mens sana in cor- 
pore sano ” is an accepted slogan in most 
schools in this country, and there is little 
need to dwell here on this issue, which is 
more the province of the athletic coach, 
the school nurse, and the school doctor 
than of the psychologist. It is relevant, 
however, to emphasize that those who focus 
primarily on mental health must collabo- 
rate actively with those who are mainly 
interested in physical health. In such in- 
stances as inadequate nutrition of under- 
privileged children, disorders of vision and 
hearing, or culturally based prejudice 

*Caplan, Gerald, An Approach to Community 
Mental Health (see footnote 1). 

*Janis, Irving L., Psychological Stress (Wiley, 
1958). 

4 Lindemann, Erich, “Symptomology and Man- 
agement of Acute Grief,” American Journal of 
Psychiatry, vol. 7 (September 1944). 
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against exercise, psychologists should be 
alert to invoke the aid of the health work- 
ers for the benefit of children who have 
first come to their attention. It is also 
necessary to build up satisfactory rela- 
tionships with the doctors and nurses so 
that they in turn will call upon the psy- 
chologist for advice and collaboration in 
cases of acute and chronic physical ill- 
ness. The treatment and rehabilitation of 
a physical defect usually carries with it 
the opportunity for primary prevention of 
psychological disorder. 

Psychosocial Supplies. The provision of 
most of these supplies — such as love and 
affection, a balance between gratification 
and control of instinctual wishes, appro- 
priate balance between support of depend- 
ent needs and the fostering of independ- 
ence, and provision of personality role 
models and a primary group as a basis 
for identity formation — takes place or 
should take place, outside the school in the 
family circle. However, especially in kin- 
dergarten and the earlier grades the school 
acts as an extension of the family group, 
the teacher being a supplementary parent 
figure, and the other children being ac- 
cessory sibling figures who can comple- 
ment and, if necessary, replace supplies 
which are inadequately provided at home. 
Later on, as children approach adoles- 
cence, teachers become important non- 
parental role models, and the peer group 
of children becomes an essential reference 
group for the development of values which 
are incorporated as an enrichment of per- 
sonality. Throughout school life the inter- 
change with teachers and other children 
provides an opportunity for developing in- 
terpersonal skills, and for the consensual 
validation of a child’s feelings about his 
own identity. 

Sociocultural Supplies. The school 
shares with the family the task of provid- 
ing most of the basic sociocultural supplies 
during childhood. Among community 
agencies its role in this area is pre-emi- 
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nent. Although religious and recreational 
agencies have their part to play, and gen- 
eral neighborhood and community tradi- 
tions and expectations have an important 
molding effect on the child's personality, 
it is the school, as the socializing instru- 
ment of the community, which determines 
to a considerable extent how the child per- 
ceives the world and its problems, and 
how he goes about dealing with them. The 
effect of the school on the child is partly 
cognitive — in developing and patterning 
his perceptual set and his methods of prob- 
lem-solving. Many people believe that the 
basic function of the school is in teaching 
children how to think, which in turn influ- 
ences how they act and react. 

Ralph H. Ojemann has criticized the 
content and process of teaching which ob- 
tains in many schools in this country . 5 He 
believes they encourage children to devel- 
op what he calls “a surface approach,” in 
which they react in judgmental and stere- 
otyped ways to the manifestations of sit- 
uations, including the actions of others. 
He has suggested alterations in the con- 
tent of teaching materials and in methods 
of teaching which will foster a "causal ori- 
entation” — that is, an approach in which the 
child attempts to understand the causes of 
the phenomena he perceives, and to choose 
from among a range of alternatives those 
reactions which are in keeping with the 
complicated nature of the presenting situ- 
ation. This "causal” approach is not 
taught as a special course, but, as Oje- 
mann has shown, can be integrated in all 
phases of the school curriculum. He has 
evaluated the differences in those children 
exposed to this type of teaching as com- 
pared to traditional instruction, and has 
shown that in later stages of their lives 
they are better able to deal with the con- 



* Ojemann, Ralph H., “Investigations on the Ef- 
fects of Teaching and Understanding and Apprecia- 
tion of Behavior Dynamics,” in Gerald Caplan, 
cd., Prevention of Mental Disorders in Children 
(Basic Books, 1961), pp. 378-397. 






fusion and ambiguity of a difficult prob- 
lem, and are more flexible in working out 
effective solutions — both of which capac- 
ities have positive implications for crisis- 
coping. 

The contribution of the school to the per- 
sonality development of children is, of 
course, not confined to the cognitive area. 
Both the inculcation of values, which in- 
fluence motivation, and the development 
of skills to master and exploit feeling are 
an essential aspect of education — the so- 
called character-building upon which good 
educators have always placed so much 
emphasis. In relation to improving a 
child’s capacity to deal with life’s prob- 
lems, particular importance is to be as- 
cribed to training that will help him: to 
withstand frustration and anxiety; to per- 
severe with problem-solving in the face 
of difficulty; to confront his problems ac- 
tively and maintain them in consciousness 
despite their unpleasantness; and to be 
able to ask for help and use it without a 
weakening loss of self-esteem. 

The work of a group of psychologists as- 
sociated with the Bank Street School in 
New York (reported by Barbara Biber) , 
is a good example of the contribution of 
psychology to the understanding of the 
mental health implications of the total pat- 
tern of the educational process and of the 
school setting . 6 Biber calls this "the ‘or- 
ganized complexity’ of total school func- 
tioning,” which includes not only intra- 
classroom processes but also the value 
system and psychological atmosphere of 
the school, "the interaction patterns 
among staff, between parents and school 
personnel, and between the school and its 
community.” All of these factors influ- 
ence the molding of the child’s developing 
personality, with particular reference to 
psychological resilience and robustness. 



•Biber, Barbara, “Integration of Mental Health 
Principles in the School Setting,” in Caplan, Pre- 
vention of Mental Disorders in Children, pp. 323- 
352- 
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which are not only a basis for effective 
functioning and creativity but also a bul- 
wark against mental disorder. 

The work of both Ojemann and Biber 
points to a significant role for psychol- 
ogists in the school system — as participant 
observers of school life with reference to 
its general implications for the present 
and future mental health of the children, 
and as resource persons who can advise on 
modifications which may improve the pro- 
vision of psychosocial and sociocultural 
supplies. The primary actors in this proc- 
ess are the school administrators and 
teachers. They are the people who ini- 
tiate and maintain the educational pro- 
gram and determine its setting, in re- 
sponse to their own personalities, training, 
and professional experience, and to the 
prescriptions and demands of the com- 
munity. They have always been inter- 
ested in the "character-building” aspect 
of their work, and they have developed 
humanistic traditions to deal with this. In 
recent years many educators have become 
aware of the specialized research and 
thinking of psychologists, and they would 
be interested in exploiting this added re- 
source in developing new approaches to 
their educational goals. 

On the other hand, psychologists must 
move cautiously in this area: first, be- 
cause we are relative newcomers in this 
field and have as yet little scientifically 
validated knowledge upon which to base 
specific advice; second, because mental 
health, which is our chief professional goal, 
is not the primary goal of education, and 
sometimes must yield precedence to such 
goals, as technical proficiency or social 
conformity, which are enjoined upon the 
school system by the community. More- 
over, administrators and educators may 
feel threatened by the demands of psychol- 
ogists for changes in traditional patterns, 
and may be ambivalent and uncertain 
about possible unfortunate and unexpected 
side effects of changes which are advo- 
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cated by those who lack expert knowledge 
of education. 

Nevertheless, psychologists may achieve 
major mental health goals if they can de- 
velop relationships of mutual trust with 
educators so that the latter will invoke 
their help toward adding a new mental 
health dimension to the schools’ planning 
and program management. The contribu- 
tion of the psychologists will occasionally 
be specific advice about curriculum content 
and timing, but more often it will take the 
form of putting forward a point of view 
about the psychosocial and sociocultural 
needs of children, which could be useful to 
the educators in leading them to find, on 
their own, a more sophisticated decision. 
This point of view should wherever possible 
be backed by communication of research 
findings, such as those noted earlier of 
Ojemann and Biber. In other words, school 
psychologists should act as channels of infor- 
mation, interpreting to the educators signif- 
icant research and professional thinking 
gleaned from psychological and mental 
health literature and from conferences 
such as this one. 

Psychologists who are interested in 
this approach may benefit from certain 
principles and practices of community or- 
ganization which have been found useful 
in community mental health. In this field 
we have discovered that to be optimally 
effective as professional consultants and 
expert resource persons it is important 
not to campaign actively for our own goals 
with missionary or reforming zeal. Such 
behavior tends to arouse resistance among 
members of other professions with differ- 
ent value systems and traditions. It is 
particularly important to avoid arousing 
such resistance. Instead, the psychologist 
must try to obtain sanction to move rela- 
tively freely within the system, so that he 
can learn at first hand how his teacher 
colleagues perceive their problems and 
deal with them, since this knowledge is 
essential if he is eventually to understand 
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the inner meaning of the questions they 
ask and the nature of those replies which 
will have significance for them. 

Gaining the acceptance of members of 
another profession and learning how they 
operate within their system is a process 
that cannot be hurried. It is rarely a 
smooth process. A common language 
must be developed that will provide mu- 
tually acceptable ground rules of interac- 
tion and behavioral cues, and free chan- 
nels of communication. The psychologist 
and the teacher must get to know and re- 
spect each other, which means the over- 
coming of distorting personal and cultural 
stereotypes. This is a two-way process 
and requires effort and patience on both 
sides. For instance, many teachers have 
the stereotyped fantasy that psychologists 
are mind readers and will ferret out their 
personality weaknesses and their socially 
unacceptable instinctual desires. This 
may lead to anxiety and defensiveness in 
relating to a psychologist. On the other 
hand, many psychologists take the stereo- 
typed view that teachers who lack system- 
atic knowledge of the laws of psychology 
are ill equipped to understand and deal 
with interpersonal matters. This stance 
of superiority may blind them to the evi- 
dence that teachers have conceptual sys- 
tems of their own to guide their handling 
of interpersonal transactions which in 
many cases may be no less effective than 
the psychologist’s systems as a basis for 
action. 

Helping Children to Cope with Crisis 

The foregoing section dealt with efforts 
to ensure adequate basic physical, psycho- 
social, and sociocultural supplies-— efforts 
which are long-continuing and directed to 
the entire school community and its effect 
on all children. Here we will discuss 
short-term activities and the ongoing 
fic children or groups of children who are 
currently upset, or in whom it is possible 
to predict upset in the near future. 
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There is a necessary link between these 
short-term activities and the ongoing 
program of ameliorating the school envi- 
ronment: every individual case should 
also be considered in relation to its general 
implications and repetition of cases of sim- 
ilar types in certain grades or at char- 
acteristic times in the school year should 
always stimulate the consideration of gen- 
eral policy changes which may attenuate 
the hazards or challenges so that they 
may be less burdensome. It is not pos- 
sible— or desirable if it were possible — to 
prevent crisis altogether by obviating 
threat, loss, or challenge, but if these can 
be reduced in intensity or sometimes post- 
poned until the individual has acquired 
greater problem-solving capacity, there is 
more likelihood that the crisis will be ad- 
equately handled, and that a healthy out- 
come will be the consequence. 

Identification of a Crisis. The recogni- 
tion of crisis depends mainly upon observ- 
ing signs of the relatively sudden onset of 
cognitive and emotional disequilibrium in 
a child whose previous pattern of function- 
ing was known to be fairly stable. A class- 
room teacher is in an excellent position to 
identify crises in his students because of 
his hour-by-hour and day-by-day observa- 
tion of their behavior. A child’s function- 
ing is not static. He shows minor varia- 
tions of emotional response and cognitive 
effectiveness, and some children are more 
unstable in this respect than others. A 
teacher, however, learns the expectable 
and consistent styles of each child in his 
group and can identify marked deviations 
when they occur. 

It is probable that crises achieve signif- 
icance as turning points in personality 
development only when they (1) have a 
duration of at least several days, and (2) 
are extreme enough to lead to observable 
rise of tension, lowered effectiveness in 
learning, and signs of such negative feel- 
ings as anxiety, depression, anger, shame, 
or guilt, none of which is consonant with 
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the current reality situation. Children in 
such states of turmoil should not be thought 
of as emotionally disordered or ill, even 
though they are cognitively and emo- 
tionally disturbed. This disturbance is the 
sign that they are wrestling with a problem 
that they find insolvable for the time being. 
If a disturbance lasts longer than four to 
six weeks, however, it is probably not a 
crisis or reaction to a current problem, 
but a true emotional disorder, which rep- 
resents a stabilized outcome of a crisis. 

Temporary crisis upsets occur in both 
mentally healthy and mentally unhealthy 
children. Thus, in a neurotic child, it is 
sometimes difficult to differentiate a 
crisis from an endogenously provoked ex- 
acerbation of his chronic symptoms. Most 
psychological screening instruments will 
not differentiate children in crisis from 
those with stable emotional disorders. 
Therefore any systematic screening pro- 
gram, such as that developed in Califor- 
nia, 7 will screen out both the emotionally 
disordered and those children who happen 
to be in crisis at the time. 

Identification of crisis is facilitated not 
only by observing the response of a child 
but also by knowing that he is currently 
confronted by the loss, or threat of loss, of 
a course of basic biopsychosocial supplies 
or by a challenge which burdens his 
readily available resources. Similar en- 
vironmental situations will not evoke crisis 
in all children, since the subjective mean- 
ing of the situation varies from child to 
child because of differing cultural and per- 
sonal backgrounds and because some chil- 
dren may have learned in the past to 
handle such a situation with relative ease. 
It is possible, however, to identify situations 
which are likely to provoke crisis in a sig- 
nificant proportion of children, and this en- 



ables us more easily to diagnose that cer- 
tain behavioral upsets are likely to be 
signs of crisis, and also to predict that 
when such situations occur a certain num- 
ber of children will become upset. As 
previously indicated, these hazardous or 
challenging situations are of two main 
types — regularly occurring biopsychoso- 
cial transitional points and accidental hap- 
penings. 

The first type includes expectable en- 
dogenous changes associated with biolog- 
ical and psychological growth and with 
development phases which are more or 
less linked with chronological age, such 
as the stages of personality development 
described by Freud, Piaget, and Erikson. 8 
It also includes the regular succession of 
events in a child's school career: the tran- 
sition period on entering kindergarten, be- 
tween kindergarten and first grade, on 
leaving the early grades — usually during 
fourth grade — between junior high and se- 
nior high, during the last high school year 
before college, and so on. A survey of a 
school population should show a number 
of regularly occurring peaks in the inci- 
dence of children in crisis related to the 
consonance of transitional periods in bio- 
psychological and school career develop- 
ment phases. 

Superimposed upon these will be the sit- 
uations of the second type, the accidental 
happenings. These include (1) family 
problems associated with such events as 
illness or death of a family member, birth 
of a sibling, economic insecurity, change 
of father's job, mother going out to work, 
change of address to a new neighborhood; 
(2) illness of the child, which may be haz- 
ardous in itself and may generate added 
burdens if he misses critical learning op- 



* 



7 Bower, Eli M., “Primary Prevention in a School 
Setting,” in Caplan (see footnote 6) pp. 353—377; 
also Bower, Early Identification of Emotionally 
Handicapped Children in School (Charles C. 
Thomas, 1960). 
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* Freud, Sigmund, Three Essays on Sexuality, vol. 
7, Standard Edition of Complete Works (Hogarth 
Press, 1953); Piaget, Jean, and Inhelder, Barbel, 
The Growth of Logical Thinking (Basic Books, 
1958); Erikson, Erik H., Childhood and Society 
(Norton, 1950). 
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portunities which may not be repeated; 
and (3) problems in school, such as .status 
or prestige change due to academic or 
athletic failure or success, loss of relation- 
ship with a significant teacher or a school 
friend because of illness or death or be- 
cause of moving to another class. 

The Role of the School Psychologist 

The preventive activities of school psy- 
chologists in relation to crisis in children 
can be considered under three headings: 
direct action, indirect action, and research. 

Direct Action 

In taking direct action, the psychologist 
intervenes directly with individual children 
or groups of children while they are 
in crisis, which is called preventive inter- 
vention. He may also intervene before a 
crisis occurs, which is called anticipatory 
guidance or emotional inoculation. 

Preventive Intervention 

The essence of preventive intervention is 
that the psychologist knows enough about 
patterns of effective and ineffective cop- 
ing to identify among children in crisis 
those who are using poor coping mecha- 
nisms. He then interacts with these chil- 
dren, in an effort to influence them to 
adopt more effective patterns. 9 Klein and 
Lindemann have described some of the 
techniques involved, and I have discussed 
certain of the practical issues in my 1961 
book, “An Approach to Community Men- 
tal Health.” 

Every situation of hazard or challenge 
appears to be associated with its own char- 
acteristic succession of psychological 
tasks, which the child must master in the 
appropriate order if he is to deal effec- 
tively with the total situation. Psychol- 



•For some of the techniques involved, see Klein, 
Donald C., and Lindemann, Erich, “Preventive 
Intervention in Individual and Family Crisis Situa- 
tions,” in Caplan (see footnote 6), pp. 283-306. 
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ogists are building up a fund of knowledge 
derived from experience with various 
crisis situations and the range of reac- 
tions to them. On the basis of this knowl- 
edge they are identifying the unhealthy 
responses and working out the details of 
alternative mechanisms which their influ- 
ence may bring the children to use. This 
influence is partly educational and partly 
psychotherapeutic; it is energized by an 
ego-supportive relationship between psy- 
chologist and child, and this leverage is 
used to direct the child to confront his 
crisis tasks in a reality-based way. We 
still do not know much about this process, 
and there is a need for further research 
and empirical trial. 

In addition to the detailed responses 
which are specific to each crisis situation, 
we have reason to believe that there are 
certain global patterns of coping that ap- 
pear applicable to most crises, and can be 
recognized to be adaptive or maladaptive. 
In general, for example, the psychologist 
should influence children to confront their 
crisis problems actively rather than evade 
or deny them. This implies maintaining 
the problem in consciousness and actively 
collecting information about the factors 
involved and how to deal with them — both 
by personal observation and thinking and 
by asking others who have been through 
the experience or who know of people who 
have. The psychologist should also influ- 
ence the children to allow themselves to 
feel and express the negative feelings as- 
sociated with the crisis, rather than sup- 
press or deny them, and should counteract 
any marked tendency to release tension 
by “blaming” others or themselves for the 
difficulty. 

He should assist the children to master 
their expressed feelings through their own 
efforts and through interaction with him- 
self and with others who are significant in 
their environment. He should help them 
recognize their state of fatigue, so that they 
can manage their coping efforts accord- 
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ingly — taking sufficient rest periods, but 
returning to deal with the problems as 
soon as they have recovered their 
strength. They should also be influenced 
to ask for appropriate help from their fam- 
ilies, teachers, and friends, both in 
handling feelings and in dealing with the 
material aspects of their tasks; the psy- 
chologist should be especially active in en- 
couraging the children and in influencing 
their families and friends whenever he 
sees reluctance to ask for help or to offer 
it. Wherever possible, he should inter- 
vene not only with the children but also 
with their families, to whom he should of- 
fer his support and active guidance. 

Many of these suggestions for crisis in- 
tervention probably would be spontane- 
ously thought of by most psychologists 
when they are offering' a human helping 
hand to an upset child and his family. 
But we need more experience in this field, 
so that we can subject the process of pre- 
ventive intervention to further detailed 
scrutiny and, hopefully, thereby refine 
our techniques. The measures I have sug- 
gested are derived from research con- 
ducted at the Harvard School of Public 
Health on families dealing with the crisis 
of the birth of a premature baby, from 
Lindemann’s studies on the crisis of be- 
reavement, from the research of Janis on 
the responses of adult patients to surgical 
operations, and from a study of the re- 
actions of high school students coping with 
the anticipation of college carried out by 
Silber, Hamburg, and their colleagues at 
the National Institute of Mental Health. 

It will be noted that I have not advocated 
trying to uncover the causes for poor cop- 
ing, as one might do in analytic psycho- 
therapy. The essence of preventive in- 
tervention is not the identification and 
influencing of the underlying causes of the 
coping mechanisms, but rather the ame- 
lioration of the final common path of the 
mechanisms by “here and now” influence, 
which it is hoped will alter the child’s think- 
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ing and behavior. It is more important at 
this stage that the child should behave 
adaptively than that we or he should un- 
derstand why he was previously behaving 
maladaptively. During the crisis his cop- 
ing is the end result of a multitude of fac- 
tors pushing and pulling him in various 
directions. Our minimal intervention en- 
ables us to bring this balance of forces 
down in a healthy direction in most cases 
because, despite all the counterbalancing 
forces in the child’s past experience and 
personality, we are intervening at the cru- 
cial moment when the iron is hot — that is, 
when he is most susceptible to short-term 
influence. The same influence exerted 
when the child is not in crisis would have 
very little effect on his behavior or atti- 
tudes. 

Anticipatory Guidance or Emotional 
Inoculation 

Identification of regularly occurring haz- 
ardous situations in the life of school chil- 
dren allows us to focus our preventive 
attention on populations of children who 
in the near future will be exposed to the 
risk of crisis— for example, those who are 
about to enter kindergarten or high school, 
or who face the uncertainties of attempt- 
ing to get into college. Not all in such 
populations will react with crisis, but on 
the basis of past studies a psychologist 
may be able to predict what proportion of 
them will. If the rate of crisis is likely to 
be significantly high, the psychologist may 
decide to intervene ahead of time in order 
to prepare the children to cope more ade- 
quately with the situation when it arises. 
Stress situations for individual children 
that may also be identified ahead of time 
include such matters as entering a hospi- 
tal for elective surgery, or facing impend- 
ing separation from a parent — a father, 
whQ may have to go out of the country on 
military service, or a mother who may 
have to enter a tuberculosis sanitarium — 
and so on. 
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